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BACKGROUND No adequately powered studies exist to compare major clinical outcomes after endovascular therapy

(EVT) with stent implantation vs bypass surgery (BSx) for symptomatic femoropopliteal peripheral artery disease.

OBJECTIVES This study sought to perform a pooled analysis of individual patient data from all randomized controlled

trials comparing EVT vs BSx.

METHODS Principal investigators of 5 of 6 available randomized controlled trials agreed to pool individual patient data.

The primary endpoint was major adverse limb events, a composite of all-cause death, major amputation, or target limb

reintervention. Secondary endpoints included amputation-free survival, individual major adverse limb event components,

and primary patency. Early complications were bleeding, infection, or all-cause death within 30 days.

RESULTS A total of 639 patients were analyzed with a mean age of 68.1 � 9.1 years and 29.0% women. Baseline

characteristics were comparable between groups. At 2 years, there were no significant differences between patients who

received EVT and those who received BSx regarding major adverse limb events (40.1% vs 36.4%; log-rank P ¼ 0.447;

adjusted HR [aHR]: 1.04; 95% CI: 0.80-1.36), amputation-free survival (88.1% vs 90.0%; log-rank P ¼ 0.455; aHR for

death or amputation: 1.04; 95% CI: 0.63-1.71) and the other secondary endpoints except for primary patency, which was

lower in patients who received EVT vs those who received BSx (51.2% vs 61.3%; log-rank P ¼ 0.024; aHR for loss of

primary patency: 1.31; 95% CI: 1.02-1.69). EVT was associated with significantly lower rates of early complications (6.8%

vs 22.6%; P < 0.001) and shorter hospital stay (3.1 � 4.2 days vs 7.4 � 4.9 days; P < 0.001).

CONCLUSIONS These findings further support the efficacy and safety of EVT as an alternative to BSx in patients with

symptomatic femoropopliteal peripheral artery disease. (J Am Coll Cardiol 2023;81:358–370) © 2023 by the American

College of Cardiology Foundation.
N 0735-1097/$36.00 https://doi.org/10.1016/j.jacc.2022.10.036
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TABLE 1 Baseline Clinical Characteristics

Overall
(N ¼ 639)

EVT
(n ¼ 325)

BSx
(n ¼ 314) P Value

Age, y 68.3 � 9.1 68.9 � 9.3 67.7 � 8.8 0.088

Female 185 (29.0) 104 (32.0) 81 (25.8) 0.084
2

AB BR E V I A T I O N S

AND ACRONYM S

ABI = ankle-brachial index

BSx = surgical bypass

CLI = critical limb ischemia

EVT = endovascular therapy

MALE = major adverse limb

events

PAD = peripheral artery

disease
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T he prevalence of peripheral artery disease
(PAD) is steadily increasing and affects
more than 200 million patients worldwide.1

Although the majority of patients with PAD are
asymptomatic, many experience lifestyle-limiting
claudication. Among these patients, a conservative
approach with medical management to alleviate
symptoms often fails and endovascular or surgical
revascularization may eventually be indicated. In pa-
tients with critical limb ischemia (CLI), revasculariza-
tion therapy reduces the risk of major limb events.1 In
the past, endovascular therapy (EVT) compared with
surgical bypass (BSx) was associated with signifi-
cantly lower rates of amputation-free survival.2 These
disadvantages were mainly attributed to the limited
availability of endovascular devices to facilitate
crossing occlusive lesions and prevent reocclusion af-
ter balloon angioplasty without stent implantation.2

Since then, notable advancement in the EVT arma-
mentarium and technique, including the introduction
of stent implantation, has occurred.

More recent randomized controlled trials on EVT
with stent implantation vs BSx found promising re-
sults for primary patency after EVT. However, no
conclusions on clinical endpoints such as major
adverse limb events (MALE) or amputation-free sur-
vival could be made because of the small sample sizes
of the trials.3-9 In light of the lack of robust evidence,
we aimed to perform a pooled analysis of individual
patient data from all randomized controlled trials
comparing outcomes of patients with femoropopliteal
PAD who are undergoing EVT with stent implantation
vs BSx.
BMI, kg/m 26.7 � 4.6 26.6 � 4.8 26.8 � 4.4 0.831

Current smoker 267 (42.1) 132 (40.6) 135 (43.7) 0.433

Hypertension 485 (76.0) 237 (73.1) 248 (79.0) 0.085

Hyperlipidemia 404 (63.3) 197 (60.8) 207 (65.9) 0.180

Diabetes mellitus 210 (32.9) 106 (32.6) 104 (33.1) 0.892

Chronic kidney disease 136 (22.8) 64 (21.3) 72 (24.3) 0.372

Coronary arterial disease 158 (30.8) 84 (32.2) 74 (29.4) 0.489

Cerebrovascular disease 47 (9.1) 26 (9.9) 21 (8.3) 0.532

Prior peripheral arterial disease 207 (40.3) 82 (31.3) 125 (49.6) <0.001

Ankle brachial index 0.56 � 0.15 0.58 � 0.15 0.54 � 0.14 0.002

Rutherford classification 0.974

Mild 7 (1.1) 4 (1.2) 3 (1.0)

Moderate 34 (5.3) 17 (5.2) 17 (5.4)

Severe 350 (54.8) 183 (56.3) 167 (53.2)

Rest pain 100 (15.6) 49 (15.1) 51 (16.2)

Mild tissue loss 144 (22.5) 70 (21.5) 74 (23.6)

Major tissue loss 4 (0.6) 2 (0.6) 2 (0.6)

Presentation 0.361

Intermittent claudication 392 (61.3) 205 (63.1) 187 (59.6)

Critical limb ischemia or acute
limb ischemia

247 (38.7) 120 (36.9) 127 (40.4)

Values are mean � SD or n (%).

BMI ¼ body mass index; BSx ¼ bypass surgery; EVT ¼ endovascular therapy.

SEE PAGE 371
METHODS

STUDY POPULATION. The aim of the REVIVE
(Revascularization Strategies in Patients With Pe-
ripheral Arterial Disease Involving the Femo-
ropopliteal Arteries) study was to pool individual
patient data from all published randomized
controlled trials investigating patients with inter-
mittent claudication or CLI undergoing EVT with
stent implantation (bare-metal, drug-eluting, or
covered stent) vs BSx using either prosthetic or
autologous vein grafts. We searched PubMed and
EMBASE and websites such as ClinicalTrials.gov,
tctMD, and LINC (Leipzig Interventional Course) for
randomized clinical trials investigating patients with
intermittent claudication or CLI caused by PAD
involving the femoropopliteal arteries who were
treated by EVT with stent implantation vs BSx. Cita-
tions were screened based on title and abstract by
3 independent reviewers (S.F., H.K., and
P.K.). Potential eligible reports were retrieved
and scrutinized for eligibility in full text. The
reference list of available reports was
reviewed for any eligible reports, which were
not captured initially. Six trials were identi-
fied as meeting the eligibility criteria.3-9

Principal investigators of all trials were
invited to contribute to the study. Five prin-
cipal investigators agreed to pool their data
for this analysis. An Excel (Microsoft Corp)

datasheet including baseline, procedural, post-
procedural, and outcome data was provided to each
principal investigator. After receiving datasheets of
each included trial, data were investigated for con-
sistency and completeness for harmonization, and
merging of the data was performed. Supplemental
Table 1 shows the key inclusion and exclusion
criteria of each included study. All trials included in
the present analysis complied with the provisions of
the Declaration of Helsinki, and the Ethics Commit-
tees/Institutional Review Boards at the individual
study centers approved the study protocols. All pa-
tients provided written informed consent for partici-
pation in the individual studies. The Institutional
Review Board at the Icahn School of Medicine at
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TABLE 2 Baseline Procedural Characteristics and Medication at Discharge

Overall
(N ¼ 639)

EVT
(n ¼ 325)

BSx
(n ¼ 314) P Value

Type of stent

BMS 103 (31.7) 103 (31.7) 0 (0.0)

Covered stent 86 (26.5) 86 (26.5) 0 (0.0)

DES 136 (41.8) 136 (41.8) 0 (0.0)

Type of surgery

Synthetic 166 (52.9) 0 (0.0) 166 (52.9)

Autologous vein 148 (47.1) 0 (0.0) 148 (47.1)

TASC classification 0.191

B 45 (7.1) 28 (8.7) 17 (5.5)

C 152 (24.1) 81 (25.2) 71 (22.9)

D 435 (68.8) 213 (66.1) 222 (71.6)

Chronic total occlusion 562 (88.6) 277 (86.0) 285 (91.3) 0.035

Lesion length, cm 23.6 � 8.2 23.0 � 8.1 24.2 � 8.3 0.071

Angiographic runoff, no. of vessels 0.340

0 6 (1.5) 3 (1.5) 3 (1.6)

1 76 (19.3) 46 (22.7) 30 (15.7)

2 156 (39.6) 75 (36.9) 81 (42.4)

3 156 (39.6) 79 (38.9) 77 (40.3)

Concomitant CFA treatment 74 (11.6) 24 (7.4) 50 (15.9) <0.001

Technical failure 23 (3.6) 23 (7.1) 0 (0.0) <0.001

Medications at discharge

Anticoagulants 102 (24.4) 41 (19.4) 61 (29.5) 0.017

Aspirin 335 (80.7) 169 (80.9) 166 (80.6) 0.943

P2Y12 inhibitor 225 (54.3) 170 (81.3) 55 (26.8) <0.001

Lipid lowering therapy 276 (74.4) 138 (74.2) 138 (74.6) 0.929

Insulin use 22 (10.5) 8 (7.8) 14 (13.2) 0.200

Values are n (%) or mean � SD.

BMS ¼ bare-metal stent; CFA ¼ common femoral artery; DES ¼ drug-eluting stent; TASC ¼ Trans-Atlantic
Inter-Society Consensus; other abbreviations as in Table 1.

Farhan et al J A C C V O L . 8 1 , N O . 4 , 2 0 2 3

Femoropopliteal Artery Revascularization J A N U A R Y 3 1 , 2 0 2 3 : 3 5 8 – 3 7 0

360
Mount Sinai approved the pooling and analysis of the
patient-level data. This individual patient data anal-
ysis has been registered in the PROSPERO public
database (CRD42021275749).

ENDPOINTS. The primary endpoint of this analysis
was MALE, a composite of all-cause death, major
amputation, or reintervention of target limb (either
target vessel or target lesion revascularization as per
individual trial protocol). Secondary endpoints
included amputation-free survival, all-cause death,
major amputation, reintervention of the target limb,
and primary patency as per individual trial definition.
Postprocedural clinical status and change over time
were evaluated by assessing ankle-brachial index
(ABI) and determination of Rutherford class. The
safety endpoint was early complications, defined as
30-day complication rate, and a composite of any
bleeding, infection, or all-cause death. The latter
definition was chosen as these data were available in
each of the included trials. Two patients were lost to
follow-up with regard to the 30-day safety endpoint.
Lastly, the length of hospitalization was collected.
STATISTICAL ANALYSIS. Descriptive statistics were
computed to compare baseline clinical features,
procedural characteristics, and postprocedural com-
plications up to 30 days between EVT and BSx
groups. Continuous variables were summarized as
mean � SD, and categorical variables were presented
as frequencies (proportion), with the Student’s t-test
and chi-square test used to test differences. Mann–
Whitney U test and Fisher exact test were applied
when the test assumptions were not met. The cu-
mulative incidences of the outcomes of interest were
estimated using the Kaplan-Meier method. Patients
not experiencing an endpoint within 2 years from
randomization were censored at the last known
contact or at 732 days, whichever came first. To ac-
count for the between-study heterogeneity after
pooling the data from 5 centers, we fitted the Cox
proportional-hazards models with a cluster-specific
random effect term to examine the 2-year outcomes
comparing EVT with BSx. Adjusted HRs (aHR) and
their 95% CIs were obtained after we controlled for
the covariates that were found imbalanced at base-
line, including lesion type and concomitant common
femoral artery treatment. In this study, 23 subjects
had technical failure after being randomized to the
EVT group. Sensitivity analysis was conducted in the
population without these 23 subjects. No issue with
individual participant data integrity could
be detected.

Data management was performed using Stata
(version 16.0, Stata Corp). All statistical analyses were
performed using SAS (version 9.4, SAS Institute, Inc).
Two-tailed P < 0.05 was considered statistically
significant.

RESULTS

BASELINE CHARACTERISTICS. The median follow-
up duration was 2.12 years (IQR: 1.84-2.45 years). A
PRISMA individual participant data flow diagram is
presented in Supplemental Figure 1. Of the 639 pa-
tients enrolled in 5 randomized controlled trials, 325
(50.9%) were assigned to EVT and 314 (49.1%) were
assigned to BSx. Table 1 depicts the baseline clinical
characteristics. The mean age was 68.3 � 9.1 years,
and 29.0% of patients (n ¼ 185) were women. The
overall rates of intermittent claudication and CLI
were 61.3% and 38.7%, respectively. There were no
differences in baseline clinical characteristics be-
tween patients assigned to EVT vs those assigned to
BSx with the exception of baseline ABI, which was
significantly higher in the EVT than the BSx group
(0.58 � 0.15 vs 0.54 � 0.14; P ¼ 0.002). There were
no significant differences in the distribution of

http://CRD42021275749
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FIGURE 1 Primary Endpoint Comparing EVT With BSx
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Cumulative rates of the primary endpoint of major adverse limb events (MALE) during 2 years of follow-up. BSx ¼ bypass surgery;

EVT ¼ endovascular therapy.
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Rutherford classification and presentation with
intermittent claudication vs CLI between the treat-
ment groups. Table 2 depicts the procedural charac-
teristics and medication at discharge. Patients
assigned to EVT underwent bare-metal stent, covered
stent, and drug-eluting stent implantation in 31.7%,
26.5%, and 41.8%, respectively, whereas patients
assigned to BSx received synthetic (polytetrafluoro-
ethylene or Dacron) and autologous vein grafts in
52.9% and 47.1%. There were no differences with
respect to disease severity, based on TASC (Trans-
Atlantic Inter-Society Consensus) II criteria, between
groups. Although the individual studies did not have
significant differences in the rates of chronic total
occlusion (Supplemental Figure 2), the patient-level
pooled data showed significantly lower rates in pa-
tients assigned to EVT than in those assigned to BSx
(86.0% vs 91.3%; P ¼ 0.035). Concomitant treatment
of the common femoral artery was significantly lower
in the EVT group vs the BSx group (7.4% vs 15.9%;
P < 0.001). Technical failure occurred only in the EVT
but not in the BSx group (7.1% vs 0%; P < 0.001).
Discharge on clopidogrel was more frequent in pa-
tients in the EVT group, and discharge on anticoag-
ulants was more frequent in those in the BSx group.
There were no differences between the EVT and BSx
groups in aspirin, lipid-lowering, and insulin use
at discharge.

PRIMARY AND SECONDARY OUTCOMES. After 2 years
of follow-up, there was no significant difference in
the incidence of MALE between the EVT and BSx
groups (40.1% vs 36.4%; P ¼ 0.447; aHR: 1.04; 95% CI:
0.80-1.36) (Figure 1). Similarly, there were no signifi-
cant differences in amputation-free survival, all-
cause death, major amputation, and reintervention
of the target limb (Figures 2A to 2D). Regarding pri-
mary patency, patients from the EVT group had a
significantly lower rate than patients in the BSx group
did (51.2% vs 61.3%; P ¼ 0.024; aHR for loss of primary
patency: 1.31; 95% CI: 1.02-1.69). After exclusion of
patients with technical failure of the index procedure,
primary patency remained lower in EVT compared
with in BSx, but the difference did not reach statis-
tical significance anymore (53.6% vs 61.3%; P ¼ 0.140;
aHR for loss of primary patency: 1.19; 95% CI:
0.92-1.54).

SUBGROUP ANALYSES. Treatment effects with
respect to the primary endpoint were similar across
the subgroups of age (#75 vs >75 years), sex,

https://doi.org/10.1016/j.jacc.2022.10.036


FIGURE 2 Secondary Endpoints Comparing EVT With BSx
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Abbreviations as in Figure 1.
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FIGURE 2 Continued
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diabetes, clinical presentation (intermittent claudi-
cation vs CLI), lesion type (stenotic vs occlusive),
lesion length (#20 vs >20 cm), and concomitant
common femoral artery treatment (Figure 3). There
was a significant interaction between treatment
assignment and TASC II classification, with signifi-
cantly better outcome associated with BSx vs EVT in
TASC II B or C but not in TASC II D lesions
(Pinteraction ¼ 0.033) (Figure 3).

POSTPROCEDURAL CLINICAL STATUS AND CHANGE

OVER TIME. Table 3 depicts the postprocedural
clinical status and change over time by treatment
group. Overall, postprocedural ABI was significantly



FIGURE 3 Primary Endpoint Comparing EVT With BSx Within Subgroups
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lower in patients in the EVT group than in those in the
BSx group (0.86 � 0.20 and 0.92 � 0.17, respectively;
P < 0.001). Similarly, EVT compared with BSx was
associated with significantly less ABI improvement
between baseline and postprocedure (0.28 � 0.22 vs
0.39 � 0.19, respectively; P < 0.001). There was no
difference in the Rutherford classification at 6, 12,
and 24 months between EVT and BSx. Although the
improvement in Rutherford class was significantly
less in patients in the EVT group than in those in the
BSx group between baseline and 6 months (85.7% vs
92.0%; P ¼ 0.019), there was no significant difference
in improvement of Rutherford class between baseline
and 12 months (91.1% vs 91.5%; P ¼ 0.855) and base-
line and 24 months (85.9% vs 91.6%; P ¼ 0.055).

SAFETY ENDPOINT AND LENGTH OF HOSPITALIZATION.

The composite endpoint of early complications and
its individual components by treatment groups are
depicted in Figure 4. EVT, compared with BSx, was
associated with a significantly lower rate of the
composite of any bleeding, infection, or all-cause
death within 30 days (6.8% vs 22.6%; P < 0.001)
driven by the occurrences of any bleeding (4.9% vs
9.9%; P ¼ 0.017) and infection (1.5% vs 15.3%;
P < 0.001) with no significant difference in death
(0.6% vs 0.3%; P ¼ 1.000). Hospitalization was
significantly shorter in patients in the EVT group than
in those in the BSx group (3.1 � 4.2 days vs 7.4 �
4.9 days; P < 0.001).

DISCUSSION

The key findings of the present pooled analysis of
individual patient data investigating the efficacy and
safety of EVT with stent implantation as compared to



TABLE 3 Postprocedural Clinical Status

Overall
(N ¼ 639)

EVT
(n ¼ 325)

BSx
(n ¼ 314) P Value

Postprocedural ABI 0.89 � 0.19 0.86 � 0.20 0.92 � 0.17 <0.001

Change in ABI 0.34 � 0.21 0.28 � 0.22 0.39 � 0.19 <0.001

Rutherford classification at 6 mo 0.905

None 208 (73.5) 103 (72.5) 105 (74.5)

Mild 32 (11.3) 17 (12.0) 15 (10.6)

Moderate 21 (7.4) 10 (7.0) 11 (7.8)

Severe 11 (3.9) 7 (4.9) 4 (2.8)

Rest pain 4 (1.4) 2 (1.4) 2 (1.4)

Mild tissue loss 6 (2.1) 2 (1.4) 4 (2.8)

Major tissue loss 1 (0.4) 1 (0.7) 0 (0.0)

Rutherford classification improved
at 6 mo

493 (88.8) 240 (85.7) 253 (92.0) 0.019

Rutherford classification at 12 mo 0.430

None 194 (69.8) 92 (66.2) 102 (73.4)

Mild 37 (13.3) 24 (17.3) 13 (9.4)

Moderate 24 (8.6) 13 (9.4) 11 (7.9)

Severe 14 (5.0) 6 (4.3) 8 (5.8)

Rest pain 3 (1.1) 1 (0.7) 2 (1.4)

Mild tissue loss 5 (1.8) 2 (1.4) 3 (2.2)

Major tissue loss 1 (0.4) 1 (0.7) 0 (0.0)

Rutherford classification improved
at 12 mo

473 (91.3) 235 (91.1) 238 (91.5) 0.855

Rutherford classification at 24 mo 0.164

None 168 (68.9) 69 (61.1) 99 (75.6)

Mild 30 (12.3) 18 (15.9) 12 (9.2)

Moderate 24 (9.8) 12 (10.6) 12 (9.2)

Severe 16 (6.6) 10 (8.8) 6 (4.6)

Rest pain 2 (0.8) 1 (0.9) 1 (0.8)

Mild tissue loss 4 (1.6) 3 (2.7) 1 (0.8)

Rutherford classification improved
at 24 mo

406 (88.8) 189 (85.9) 217 (91.6) 0.055

Minimum Rutherford classification 0.292

None 281 (86.7) 136 (83.4) 145 (90.1)

Mild 25 (7.7) 17 (10.4) 8 (5.0)

Moderate 9 (2.8) 4 (2.5) 5 (3.1)

Severe 5 (1.5) 4 (2.5) 1 (0.6)

Rest pain 2 (0.6) 1 (0.6) 1 (0.6)

Mild tissue loss 2 (0.6) 1 (0.6) 1 (0.6)

Rutherford classification ever improved 566 (94.5) 285 (94.1) 281 (94.9) 0.640

Values are mean � SD or n (%).

ABI ¼ ankle-brachial index; other abbreviations as in Table 1.
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BSx using prosthetic or autologous vein grafts at
2 years are the following (Central Illustration). First,
there were no significant differences in the incidence
of MALE, amputation-free survival, and the other
secondary endpoints except for a lower rate of pri-
mary patency in EVT compared with in BSx. Second,
there was no difference between EVT and BSx in the
primary endpoint of MALE within key subgroups
except for a significantly lower risk of MALE associ-
ated with BSx than with EVT in TASC II B or C but not
in TASC II D lesions with significant interaction be-
tween treatment strategy and TASC II classification.
Third, although EVT vs BSx resulted in less
improvement of ABI and Rutherford class from before
to early after the procedure, Rutherford class
improvement was documented in approximately 90%
of all patients with no significant differences between
treatment groups at 12 and 24 months. Fourth, EVT
was associated with significantly lower rates of early
complications and shorter hospitalization than BSx
was.

Revascularization for femoropopliteal artery PAD
aims to improve quality of life and functional capacity
after failure of conservative approaches in patients
with intermittent claudication and limb salvage and
survival in patients with CLI.10-12 PAD in this segment
is highly prevalent. At the same time, the femo-
ropopliteal artery is subject to several external forces,
including torsion, flexion, extension, and compres-
sion, making it challenging to treat. Whereas in the
past, BSx has been regarded as the standard of care13

and remains indicated especially in patients with
complex disease,10-12,14 notable advancements in the
EVT armamentarium and technique, including the
introduction of stent implantation over the past de-
cades, have resulted in promising evidence suggest-
ing similar primary patency rates in EVT vs BSx.5,7,9,15

With respect to clinical endpoints, the BASIL (Bypass
Versus Angioplasty in Severe Ischemia of the Leg)
trial2 was the only large-scale, randomized controlled
trial powered to investigate amputation-free survival
after EVT vs BSx in patients with severe limb
ischemia involving the femoropopliteal segment. At
2 years, no significant difference in amputation-free
survival between treatment strategies was found,
although a post hoc analysis showed diverging curves
in favor of BSx beyond 2 years.2 It is important to note
that this trial completed enrollment in 2004, and
plain balloon angioplasty without stent implantation
was used in the EVT group. A meta-analysis pub-
lished in 2013, including 4 randomized controlled
trials and 6 observational studies of patients with
femoropopliteal artery PAD, found lower primary
patency in patients in the EVT group vs those in the
BSx group at 1, 2, and 3 years. In addition, lower
amputation-free and overall survival rates were
found in the BSx group.16 The inclusion of observa-
tional studies and studies not using a strategy with
stent implantation limit the applicability of these
findings to contemporary endovascular practice. The
investigators concluded that high-level evidence
demonstrating the superiority of one method over the
other is lacking.16 Since the publication of this meta-
analysis, 4 additional randomized controlled trials
using a strategy with stent implantation have been
performed.5-9 These studies found similar primary



FIGURE 4 Early Complications Within 30 Days After the Assigned Treatment
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patency rates after EVT vs BSx.5,6,8,9 However,
because of the small sample sizes, no conclusive
statement could be derived regarding MALE or
amputation-free survival.

In the current analysis, we pooled individual pa-
tient data from all randomized controlled trials
comparing EVT using stent implantation with BSx in
patients with femoropopliteal PAD and found no
significant differences in MALE and amputation-free
survival between treatment strategies. Whereas the
individual randomized controlled trials were too
small to derive definitive conclusions on the effect of
the different treatment strategies on these clinical
endpoints, observational studies with larger sample
sizes have shown mixed results.17,18-23 To date, this
analysis is the most robust evidence on the compari-
son of EVT with stent implantation vs BSx for these
clinical endpoints.

Findings on the primary endpoint were reproduc-
ible in all subgroups except for a significant interac-
tion between treatment strategy and TASC II
classification resulting from a lower risk of MALE
associated with BSx in patients with TASC II B or C
but not TASC II D lesions. This particular finding is
surprising and is not in keeping with previous evi-
dence and guideline recommendations to treat more
complex lesions with BSx and less complex lesions
with EVT.10,12,15,17,18,24 The explanation for these re-
sults must remain uncertain but may be attributed to
the definition of TASC IIC lesions, which was the
majority of this group. TASC IIC lesions are defined as
multiple stenoses/occlusions totaling more than
15 cm or failed prior EVT, which may be managed
better with BSx than EVT. One should also take into
account the possibility of chance considering the
small sample size of this subgroup analysis. Similarly,
the group of patients with concomitant common
femoral artery treatment was small and did not show
a difference in outcome with EVT vs BSx. Of note, the
majority of patients who received common femoral
artery treatment had endarterectomy (70 of 74)
regardless of the assigned treatment, whereas the
remaining 4 patients were treated by endovascular
approach (data not shown in the manuscript).

Interestingly, despite similar outcomes in MALE
and amputation-free survival, primary patency in our
analysis was significantly lower with EVT than BSx. In
this regard, it is important to notice that there were
23 patients (7.1%) in the EVT group and 0 patients in
the BSx group with technical failure of the index
procedure. The majority of the technical failures were
caused by the inability to cross the lesion and deliver
the stent.5,6,8,9 Because we assumed that these pa-
tients could have driven the difference in primary
patency between treatment groups, we performed
additional analyses excluding these patients and
found that the difference was not significant
anymore. Data from observational studies indicate a
higher rate of technical success with the use of
alternative access such as distal superficial femoral



CENTRAL ILLUSTRATION Outcomes of Symptomatic Peripheral Artery Disease Patients Involving the
Femoropopliteal Arteries

Farhan S, et al. J Am Coll Cardiol. 2023;81(4):358–370.

BSx ¼ bypass surgery; DES ¼ drug-eluting stent; EVT ¼ endovascular therapy; MALE ¼ major adverse limb events; PAD ¼ peripheral artery

disease.
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artery or tibiopedal access.25-27 However, these ap-
proaches were only used in 24 cases of 1 trial9

included in this analysis.
Regarding clinical status, compared with BSx, EVT

resulted in less improvement of ABI and Rutherford
class from before to early (6 months) after the pro-
cedure. However, improvement of Rutherford class
was documented in approximately 90% of all patients
regardless of assigned treatment strategy at 12 and
24 months. The reasons for the apparently slower
improvement of functional status after EVT vs BSx
early on are uncertain. However, interpretations
regarding functional status based on Rutherford
classification should take into account their limita-
tions. The distinctions of some Rutherford classes are
rather arbitrary and highly subjective. More objective
measures for functional status, such as the Short
Form 36 Health Status questionnaire and walking
impairment questionnaire, were not routinely
collected in all studies of our pooled analysis. Earlier
studies have suggested that change in clinical status
has an impact on MALE; however, these were obser-
vational studies with limited ability to derive defini-
tive conclusions.28

In keeping with previous findings,16,21,29 the risk of
early complications driven by infection and bleeding
was significantly lower, and hospitalization was
significantly shorter in patients undergoing EVT vs
those undergoing BSX.

Two ongoing trials30,31 will provide more evi-
dence on EVT vs BSx with respect to MALE,
amputation-free survival, and primary patency in
femoropopliteal artery PAD. More robust data on
patients with CLI are awaited from the BEST-CLI
(Best Endovascular Versus Best Surgical Therapy
for Patients With Critical Limb Ischemia) study,30

a pragmatic large-scale randomized controlled trial
comparing best EVT including drug-coated balloon
or stents vs BSx with synthetic or autologous veins.
Until these studies are completed and results pub-
lished, our analysis will remain the most robust
evidence on treatment strategies in patients with
femoropopliteal artery PAD.

STUDY LIMITATIONS. The included trials were
conducted over 2 decades, with the earliest study
initiated in 2003 and the last being published in 2022.
Over this period, EVT has undergone tremendous
advancement in technique and device technology.
For instance, covered stents underwent several iter-
ations and modifications over this time with marked
improvement (eg, in radial strength and deliver-
ability) in newer vs earlier generations.32 These de-
velopments partially contributed to a certain
heterogeneity of treatment strategies in the EVT
group (eg, use of bare-metal, drug-eluting, and
covered stents) and in the BSx group (eg, use of
Dacron, polytetrafluoroethylene, and vein graft).
Furthermore, the inclusion and exclusion criteria of
individual trials differed slightly. Such differences
were accounted for by adjusting outcomes for dif-
ferences for these factors. However, residual or un-
measured confounding cannot be excluded. In
addition, there was variability in endpoint definitions
in the pooled individual studies. Also, stent fractures
were not systematically collected in the present and
therefore the impact of stent fractures on outcomes of
patients assigned to EVT cannot be evaluated.
Another important consideration refers to the fact
that all patients included in the analysis were deemed
eligible for either EVT or BSx. Therefore, our finding
may not be applicable to patients in whom one
approach is deemed more appropriate over the
other.10,12 Finally, we report discharge medication,
including lipid-lowering therapy, antithrombotic
treatment, and insulin but information on the rate of
patients on guideline-directed medical therapy,
including antihypertensive therapy, was not
collected in the individual trials. In addition,
guideline-directed medical therapy has changed over
the past 2 decades.

CONCLUSIONS

In patients with symptomatic PAD involving the
femoropopliteal segment, EVT with stent implanta-
tion compared with BSx was associated with similar
2-year rates of MALE and amputation-free survival
but lower rates of early complications and shorter
length of hospitalization. This pooled analysis of in-
dividual patient data further supports the efficacy
and safety of EVT with stent implantation as an
alternative to BSx in this patient population.

FUNDING SUPPORT AND AUTHOR DISCLOSURES

Dr Enzmann has received consulting fees from the University of

Innsbruck, Austria; has received honoraria for lectures from Biotronik

SE and Co KG; and has received support to attend meetings from

Boston Scientific. Dr Mehran has received institutional research

payments from Abbott, Abiomed, Alleviant Medical, AM-Pharma,

Amgen, Applied Therapeutics, Arena, AstraZeneca, BAIM, Bayer,

Beth Israel Deaconess, Biosensors, Biotronik, Boston Scientific, Bris-

tol Myers Squibb, CardiaWave, CellAegis, CeloNova, CERC, Chiesi,

Concept Medical, CSL Behring, Cytosorbents, DSI, Duke University,

Element Science, Faraday, Humacyte, Idorsia, Insel Gruppe AG,

Magenta, Medtronic, Novartis, OrbusNeich, PhaseBio, Philips, Pi-

Cardia, RenalPro, Shockwave, Vivasure, and Zoll; has received per-

sonal fees from Cine-Med Research and WebMD; has received

consulting fees paid to the institution from Abbott, Janssen, Med-

tronic, and Novartis; holds equity <1% in Applied Therapeutics, Elixir



PERSPECTIVES

COMPETENCY IN MEDICAL KNOWLEDGE: For patients

with PAD involving the femoropopliteal segment, EVT with stent

implantation is associated with 2 year rates of MALE and

amputation-free survival that are similar to those for BSx but a

lower incidence of early complications and shorter

hospitalization.

TRANSLATIONAL OUTLOOK: The results of ongoing clinical

trials should better inform the selection of an endovascular vs

surgical approach for patients with femoropopliteal artery

disease who are in need of revascularization.

J A C C V O L . 8 1 , N O . 4 , 2 0 2 3 Farhan et al
J A N U A R Y 3 1 , 2 0 2 3 : 3 5 8 – 3 7 0 Femoropopliteal Artery Revascularization

369
Medical, Stel, and CONTROLRAD (spouse); has served on Scientific

Advisory Boards for AMA, ACC (BOT Member), and SCAI (Women in

Innovations Committee Member); has served as a, JAMA Associate

Editor; and has served on the faculty of the Cardiovascular Research

Foundation (no fee). Dr Reijnen has received consulting fees from WL

Gore. Dr Krishnan has received consulting fees from Medtronic

Vascular, Abbott Vascular, and Phillips. All other authors have re-

ported that they have no relationships relevant to the contents of this

paper to disclose.

ADDRESS FOR CORRESPONDENCE: Dr Prakash
Krishnan, The Zena and Michael A. Wiener Cardio-
vascular Institute, Icahn School of Medicine at Mount
Sinai, New York, New York 10029, USA. E-mail:
prakash.krishnan@mountsinai.org. Twitter: @PK_
MountSinai.
RE F E RENCE S
1. AbuRahma AF. When are endovascular and open
bypass treatments preferred for femoropopliteal
occlusive disease? Ann Vasc Dis. 2018;11(1):25–40.

2. Adam DJ, Beard JD, Cleveland T, et al, BASIL Trial
Participants. Bypass Versus Angioplasty in Severe
Ischaemia of the Leg (BASIL): multicentre, rando-
mised controlled trial. Lancet. 2005;366(9501):
1925–1934.

3. Lepantalo M, Laurila K, Roth WD, et al, Scan-
dinavian Thrupass Study Group. PTFE bypass or
thrupass for superficial femoral artery occlusion? A
randomised controlled trial. Eur J Vasc Endovasc
Surg. 2009;37(5):578–584.

4. McQuade K, Gable D, Hohman S, Pearl G,
Theune B. Randomized comparison of ePTFE/nitinol
self-expanding stent graft vs prosthetic femoral-
popliteal bypass in the treatment of superficial
femoral artery occlusive disease. J Vasc Surg.
2009;49(1):109–115, 116e101-109 [discussion: 116].

5. Reijnen M, van Walraven LA, Fritschy WM, et al.
1-Year results of a multicenter randomized
controlled trial comparing heparin-bonded endo-
luminal to femoropopliteal bypass. J Am Coll
Cardiol Intv. 2017;10(22):2320–2331.

6. Bjorkman P, Auvinen T, Hakovirta H, et al.
Drug-eluting stent shows similar patency results
as prosthetic bypass in patients with femo-
ropopliteal occlusion in a randomized trial. Ann
Vasc Surg. 2018;53:165–170.

7. Bosiers M, Setacci C, De Donato G, et al. ZIL-
VERPASS Study: ZILVER PTX stent vs bypass sur-
gery in femorop`opliteal lesions. J Endovasc Ther.
2020;27(2):287–295.

8. Enzmann FK, Nierlich P, Aspalter M, et al.
Nitinol stent versus bypass in long femo-
ropopliteal lesions: 2-year results of a randomized
controlled trial. J Am Coll Cardiol Intv.
2019;12(24):2541–2549.

9. Enzmann FK, Nierlich P, Holzenbein T, et al.
Vein bypass versus nitinol stent in long femo-
ropopliteal lesions: 4-year results of a randomized
controlled trial. Ann Surg. Published online
February 17, 2022. https://doi.org/10.1097/SLA.
0000000000005413
10. Gerhard-Herman MD, Gornik HL, Barrett C,
et al. 2016 AHA/ACC guideline on the manage-
ment of patients with lower extremity peripheral
artery disease: executive summary: a report of the
American College of Cardiology/American Heart
Association Task Force on Clinical Practice Guide-
lines. J Am Coll Cardiol. 2017;69(11):1465–1508.

11. Criqui MH, Matsushita K, Aboyans V, et al.
Lower extremity peripheral artery disease:
contemporary epidemiology, management gaps,
and future directions: a scientific statement from
the American Heart Association. Circulation.
2021;144(9):e171–e191.

12. Aboyans V, Ricco JB, Bartelink MEL, et al.
2017 ESC guidelines on the diagnosis and
treatment of peripheral arterial diseases, in
collaboration with the European Society for
Vascular Surgery (ESVS): document covering
atherosclerotic disease of extracranial carotid
and vertebral, mesenteric, renal, upper and
lower extremity arteries. Endorsed by: the Eu-
ropean Stroke Organization (ESO)The Task
Force for the Diagnosis and Treatment of Pe-
ripheral Arterial Diseases of the European So-
ciety of Cardiology (ESC) and of the European
Society for Vascular Surgery (ESVS). Eur Heart
J. 2018;39(9):763–816.

13. Norgren L, Hiatt WR, Dormandy JA, et al,
TASC II Working Group. Inter-Society Consensus
for the Management of Peripheral Arterial Dis-
ease (TASC II). J Vasc Surg. 2007;45(suppl S):S5–
S67.

14. Katsanos K, Tepe G, Tsetis D, Fanelli F. Stan-
dards of practice for superficial femoral and
popliteal artery angioplasty and stenting. Car-
diovasc Intervent Radiol. 2014;37(3):592–603.

15. Beckman JA, Schneider PA, Conte MS. Ad-
vances in revascularization for peripheral artery
disease: revascularization in PAD. Circ Res.
2021;128(12):1885–1912.

16. Antoniou GA, Chalmers N, Georgiadis GS, et al.
A meta-analysis of endovascular versus surgical
reconstruction of femoropopliteal arterial disease.
J Vasc Surg. 2013;57(1):242–253.
17. Almasri J, Adusumalli J, Asi N, et al.
A systematic review and meta-analysis of revas-
cularization outcomes of infrainguinal chronic
limb-threatening ischemia. J Vasc Surg.
2018;68(2):624–633.

18. Vossen RJ, Philipszoon PC, Vahl AC, et al.
A comparative cost-effectiveness analysis of
percutaneous transluminal angioplasty with
optional stenting and femoropopliteal bypass
surgery for medium-length TASC II B and C fem-
oropopliteal lesions. J Endovasc Ther. 2019;26(2):
172–180.

19. Malas MB, Enwerem N, Qazi U, et al. Com-
parison of surgical bypass with angioplasty and
stenting of superficial femoral artery disease.
J Vasc Surg. 2014;59(1):129–135.

20. Gifford SM, Fleming MD, Mendes BC, et al.
Impact of femoropopliteal endovascular in-
terventions on subsequent open bypass. J Vasc
Surg. 2016;64(3):623–628.

21. Waezi N, Saha S, Bougioukas I, et al. Viabahn
stent graft compared with prosthetic surgical
above-knee bypass in treatment of superficial
femoral artery disease: long-term results of a
retrospective analysis. Medicine (Baltimore).
2018;97(40):e12449.

22. Linnakoski H, Uurto I, Suominen V,
Vakhitov D, Salenius J. Comparison of above-
the-knee prosthetic femoro-popliteal bypass
versus percutaneous transluminal angioplasty
and stenting for treatment of occlusive super-
ficial femoral artery disease. Scand J Surg.
2013;102(4):227–233.

23. Lin JH, Brunson A, Romano PS, Mell MW,
Humphries MD. Endovascular-first treatment is
associated with improved amputation-free sur-
vival in patients with critical limb ischemia. Circ
Cardiovasc Qual Outcomes. 2019;12(8):e005273.

24. Aboyans V, Ricco JB, Bartelink MEL, et al.
Editor’s Choice—2017 ESC guidelines on
the diagnosis and treatment of peripheral arterial
diseases, in collaboration with the European So-
ciety for Vascular Surgery (ESVS). Eur J Vasc
Endovasc Surg. 2018;55(3):305–368.

mailto:prakash.krishnan@mountsinai.org
https://twitter.com/PK_MountSinai
https://twitter.com/PK_MountSinai
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref1
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref1
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref1
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref2
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref2
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref2
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref2
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref2
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref3
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref3
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref3
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref3
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref3
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref4
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref4
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref4
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref4
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref4
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref4
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref5
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref5
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref5
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref5
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref5
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref6
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref6
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref6
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref6
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref6
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref7
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref7
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref7
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref7
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref8
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref8
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref8
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref8
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref8
https://doi.org/10.1097/SLA.0000000000005413
https://doi.org/10.1097/SLA.0000000000005413
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref10
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref10
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref10
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref10
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref10
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref10
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref10
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref11
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref11
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref11
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref11
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref11
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref11
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref12
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref12
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref12
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref12
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref12
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref12
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref12
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref12
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref12
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref12
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref12
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref12
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref12
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref12
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref13
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref13
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref13
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref13
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref13
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref14
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref14
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref14
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref14
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref15
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref15
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref15
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref15
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref16
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref16
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref16
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref16
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref17
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref17
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref17
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref17
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref17
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref18
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref18
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref18
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref18
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref18
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref18
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref18
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref19
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref19
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref19
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref19
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref20
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref20
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref20
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref20
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref21
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref21
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref21
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref21
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref21
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref21
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref22
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref22
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref22
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref22
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref22
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref22
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref22
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref23
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref23
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref23
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref23
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref23
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref24
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref24
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref24
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref24
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref24
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref24


Farhan et al J A C C V O L . 8 1 , N O . 4 , 2 0 2 3

Femoropopliteal Artery Revascularization J A N U A R Y 3 1 , 2 0 2 3 : 3 5 8 – 3 7 0

370
25. Nakama T, Watanabe N, Haraguchi T, et al.
Clinical outcomes of pedal artery angioplasty for
patients with ischemic wounds: results from the
Multicenter RENDEZVOUS registry. J Am Coll
Cardiol Intv. 2017;10(1):79–90.

26. Schmidt A, Bausback Y, Piorkowski M,
et al. Retrograde tibioperoneal access for
complex infrainguinal occlusions: short- and
long-term outcomes of 554 endovascular in-
terventions. J Am Coll Cardiol Intv.
2019;12(17):1714–1726.

27. Schmidt A, Bausback Y, Piorkowski M, et al.
Retrograde recanalization technique for use after
failed antegrade angioplasty in chronic femoral
artery occlusions. J Endovasc Ther. 2012;19(1):23–
29.
28. Reed GW, Young L, Bagh I, Maier M,
Shishehbor MH. Hemodynamic assessment
before and after endovascular therapy for crit-
ical limb ischemia and association with clinical
outcomes. J Am Coll Cardiol Intv. 2017;10(23):
2451–2457.

29. Liang P, Li C, O’Donnell TFX, et al. In-hos-
pital versus postdischarge major adverse events
within 30 days following lower extremity
revascularization. J Vasc Surg. 2019;69(2):482–
489.

30. Menard MT, Farber A, Assmann SF, et al.
Design and rationale of the Best Endovascular
Versus Best Surgical Therapy for Patients With
Critical Limb Ischemia (BEST-CLI) trial. J Am Heart
Assoc. 2016;5(7):e003219.
31. Malas MB, Qazi U, Glebova N, et al. Design of
the Revascularization With Open Bypass vs An-
gioplasty and Stenting of the Lower Extremity
Trial (ROBUST): a randomized clinical trial. JAMA
Surg. 2014;149(12):1289–1295.

32. Gore. Gore Viabahn Endoprosthesis. Accessed
December 14, 2022. https://www.goremedical.
com/products/viabahn

KEY WORDS bypass surgery, endovascular
therapy, infrainguinal arteries, peripheral
artery disease, stent

APPENDIX For supplemental figures and a
table, please see the online version of this
paper.

http://refhub.elsevier.com/S0735-1097(22)07444-7/sref25
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref25
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref25
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref25
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref25
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref26
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref26
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref26
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref26
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref26
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref26
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref27
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref27
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref27
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref27
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref27
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref28
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref28
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref28
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref28
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref28
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref28
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref29
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref29
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref29
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref29
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref29
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref30
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref30
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref30
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref30
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref30
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref31
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref31
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref31
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref31
http://refhub.elsevier.com/S0735-1097(22)07444-7/sref31
https://www.goremedical.com/products/viabahn
https://www.goremedical.com/products/viabahn

	Revascularization Strategies for Patients With Femoropopliteal Peripheral Artery Disease
	Methods
	Study population
	Endpoints
	Statistical analysis

	Results
	Baseline characteristics
	Primary and secondary outcomes
	Subgroup analyses
	Postprocedural clinical status and change over time
	Safety endpoint and length of hospitalization

	Discussion
	Study limitations

	Conclusions
	Funding Support and Author Disclosures
	References


